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In this report the clinical rather than the developmental aspects of congenital duodenal obstruction will be emphasized. It Report of Necropsy.-Aside from the intestinal tract, the necropsy is not of interest. The small intestine occupied the entire right half of the abdomen.
The cecum was situated to the left of the midline beneath the transverse colon (Fig. 1) . Drawing the cecum downward and to the right, brought out a firm, rather tough band, attaching the cecum to the posterior abdominal wall. The ileum entered the cecum from right to left. The stomach was much dilated and the pylorus was wide and flabby. The dilatation of the first portion of the duodenum was even more pronounced than is indicated in the sketch.s The third portion of the duodenum, instead of curving gradually upward, turned to the left, creating a sharp duodenojejunal angle. To express these relations differently, the third part of the duodenum was missing and the duodeno¬ jejunal angle was formed by the transverse or second part of the duodenum and the continuous loop of the intestine. As this loop of intestine continued downward, it emerged, clamped between the last few inches of the ileum dorsally and the cecum and ascending colon ventrally. One may picture the ileum and the ascending colon as the blades of a scissors (Fig. 2) . The posterior or dorsal blade is formed by the ileum, the anterior or ventral blade by the ascending colon, the ileo-caecal region forms their point of attachment and the duodenum is clamped between them. Figure 2 shows the ascending colon cut and rolled back, uncovering the duodenum as it crosses the ileum. Thus, three factors contributed to the production of the obstruction: (1) the sharp duodeno¬ jejunal angle; (2) 
